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ILLINOIS DEPARTMENT OF HUMAN SERVICES

EMERGENCY & TRANSITIONAL HOUSING PROGRAM (ETH)

FISCAL YEAR 2020
FUNDING APPLICATION

The Illinois Department of Human Services (IDHS) is requesting Funding Applications from Emergency & Transitional Housing providers in Fiscal Year 2020.  The goal of the Emergency & Transitional Housing Program is to provide meals, beds, and supportive services to individuals and families who are homeless or at imminent risk of becoming homeless.   

Fiscal Year 2020 Funding Applications and required attachments for the Emergency & Transitional Housing Program must be submitted to:

Illinois Department of Human Services

Homeless Services 

823 East Monroe

Springfield, IL 62701
ATTN: Rodney Collins
217/782-0490
DHS.HomelessServices@illinois.gov
If you have any questions regarding the Funding Application, you may call Mr. Collins at (217) 782-0490 or send an e-mail to: Rodney.j.collins@illinois.gov
ILLINOIS DEPARTMENT OF HUMAN SERVICES

EMERGENCY & TRANSITIONAL HOUSING PROGRAM

FISCAL YEAR 2020
 FUNDING APPLICATION

Legal Name of Agency:___________________________________________________

Address:______________________________________________________________

Shelter Address:________________________________________________________

(if different than above)

Executive Director:______________________ E-mail address:______________________

Phone #  __________________________ Fax #   ________________________________

Activity Contact Person:_________________ E-mail address:_______________________

Phone #  __________________________ Fax #   _________________________________

Fiscal Contact Person:__________________ E-mail address:________________________

Phone #  __________________________ Fax #   _________________________________

Shelter/Program Name:______________________________________________________

F.E.I.N.#:_____________________

Requested Funding Amount:  $____________
Phone Numbers:

In an emergency (nights or weekends), IDHS staff may need to contact the Executive Director, Program Director or other administrative staff:

Phone#_____________Staff Person:___________________Title:____________________

Phone#____________Staff Person:___________________Title:_____________________

If  IDHS staff need to contact a program/shelter staff member after 5:00 p.m. or on weekends to access shelter for a homeless person/family:

Name _______________________________________   Phone#_____________________

Phone number given to the general public for program/shelter inquiries/emergencies:

Name ______________________________________   Phone#______________________

In the space below, list the county(s) that your shelter program serves:

AUTHORIZATION:
I hereby affirm that I am duly authorized to submit an Emergency & Transitional Housing Program Funding Application on behalf of this organization, and all information contained herein is true and correct to the best of my knowledge, information, and belief and that the funds shall be used only for the purpose described in the funding application, and that the award of such grant funds is conditional on this certification.

_________________________________________________________________________

Printed Name and Title of Authorized ETH Representative                                     Date

_________________________________________________________________________

Signature of Authorized ETH Representative




Date

Indicate type of homeless program(s) to be funded:

 ___Transitional Housing


___Overnight/Emergency

___Voucher

____ Number of Transitional Units

___Number of Overnight Beds

If seasonal, what months are the program open:_______________________________________

Facility Capacity (number of beds)_________(do not include cribs)

Average occupancy rate each month_______%

  
 ___Not applicable, voucher paid shelter program only.

Service Population: (Please enter the number to be served)

Your program serves the following number of clients:

Single Males___

Single Females____

Male with child(ren)___

Female with child(ren)___
Couple with child(ren)___
Couple with no child(ren)___

SUB CONTRACTOR INFORMATION (to be completed if applicable)
Provide information regarding sub-contractors:

Agency Name  ______________________________________________________________

Agency Address  ____________________________________________________________

Agency Contact Person  ______________________________________________________

Contact Person Telephone  ________________________     Fax  ______________________

e-mail address  ______________________________________________________________

List of supportive services provided by sub contractor:

Amount of contractual agreement:  $_____________

Services/Meals Provided: (Please enter number to be served)
1. 
Projections for the period July 1, 2019 - June 30, 2020

________Projected number of individuals to be served (unduplicated)


________Projected number of households to be served (unduplicated)

2. 
Projected nights of shelter (enter a number in each category, mark NA if you do not provide shelter in the category).


________Overnight

________Transitional

_______Voucher 

3. 
Projected number of meals (served, purchased and/or voucher paid).__________

Operations:

4.
List the days of the week and daily hours of operation for the proposed Emergency & Transitional Housing Program.

5. 
List the daily intake hours.










6. Explain any after hours (after 5:00 p.m.) procedures for emergency intakes.

7. 
Is your homeless shelter, transitional shelter/apartments, or hotel/motel (voucher program) accessible to persons with disabilities?



___Yes
___No

8. 
Are meals served on site?

___Yes
___No

9. 
What meals are served on site?
___Breakfast

___Lunch
___Dinner

10. 
What days are meals served?


___Mon.   ___Tues.   ___Wed.   ___Thurs.   ___Fri.   ___Sat.   ___Sun.

11. 
Source(s) of food for meals:


___Donations

___Federal Commodities
___Wholesale/Retail purchase


Other: Explain

12. 
If you receive Federal commodities, where do you get them?

13. 
Describe how the program will meet the nutritional needs of the clients.

Scope of Service:

14.
In one paragraph, briefly describe your agency’s Emergency & Transitional Housing Program.

15. 
Describe the requirements for the client’s entrance into the program.

16. 
How long can a client stay in your program? What is the average length of stay in your program?

17. 
What are the issues that make someone not suitable for your program? What are your policies for banning clients from the program?

18.
IDHS requires that shelters have facility/operational staff or volunteers present on site 24 hours per day (this does not apply to scattered site apartments, single room occupancy, or housing voucher programs). Explain how your agency provides 24-hour staff or volunteer coverage.  If your agency is a voucher program or utilizes scattered site apartments etc., discuss how your agency provides 24-hour oversight to clients.

19.
IDHS requires that Emergency & Transitional Housing Programs ensure that clients are enrolled in all State or Federal entitlement programs in which they qualify (eg., TANF, SNAP-formerly knows as Food Stamps, Kid Care).  Explain how your agency will conduct activities related to this requirement. In addition, detail your agency’s plan for participant referrals and enrollment in public assistance programs. 

20. IDHS expects providers to ensure that casework staff are available to clients outside of  regular working hours ie., after 5:00 p.m. (at least two out of seven days). To have a caseworker available on call is not acceptable. Explain how your agency will meet this need.

21. 
IDHS requires that Emergency & Transitional Housing Programs provide, at a minimum, case management, advocacy and counseling. Explain how your agency will provide these services and describe the staff that will be involved in the provision of these services. 

22. 
Describe your agency’s procedure for client intake, assessment and discharge from the program.  Discuss major components of the intake and assessment process ie., employment issues, physical and mental health issues, assisting clients in accessing entitlement programs, etc.

23. 
Describe your plan to assist clients who are moving from shelter to permanent housing.

24. 
Describe your agency’s time lines and procedures for establishing short and long term goals and how caseworkers track the progress of the goals with clients.

Case Management Services:

25. 
If you are requesting funding for a voucher shelter program only, the average amount of casework time provided to clients during their stay in a hotel/motel is:
___0 hrs     ___1-2 hrs    ___3-4 hrs     ___5-7 hrs     ___8-10 hrs        ___11+ hrs


___NA, not a voucher shelter program

26.
The frequency of face-to-face casework sessions between client and caseworker in your program is:


___Daily     ___Once per week     ___Twice per week     ___Bi-weekly     ___Monthly

27. 
From the list below, check each type of documentation generally included in a client case file.

___  Intake forms, including assessment sheets, which collect information necessary

         to comply with IDHS quarterly reporting

	
	Service Plan
	
	Supportive Services     
	
	Case Management

	
	Outcomes
	
	Goals
	
	Progress

	
	Benefit Assistance
	
	Client Case Notes and Case Mgr. Contacts
	
	Referral Forms which Document Referrals  

	
	Employment Related   Forms
	
	Release of Info. Forms
	
	HMIS Unique ID#

	
	Copy of Drivers License or Photo ID
	
	Medical related Info. such as Medication, Medical Condition
	
	Incident Reports

	
	Exit Information
	
	Other (list)


Supportive Services:

28. 
Check the appropriate boxes below:

Services Provided On-Site

	
	Advocacy
	
	Case Management

	
	Counseling-Financial

	
	Counseling-Life Skills
	
	Outreach
	
	Mental Health Services

	
	Alcohol Abuse Services
	
	Substance Abuse Services
	
	Employment Services

	
	Health/Dental Services
	
	Education (Literacy)
	
	Transportation

	
	English as a Second Language (ESL)
	
	Child Care
	
	Children’s Services

	
	Housing Location/ Inspection
	
	Follow-Up Services
	
	HIV/AIDS related Ser.

	
	Legal Services/Referrals
	
	Domestic Violence Services
	
	

	
	Counseling other (specify)
	
	Other (specify)
	
	


29. 
Check the appropriate boxes below:

Services Provided Through Referrals

	
	Advocacy

	
	Case Management
	
	Counseling-Financial

	
	Counseling-Life Skills
	
	Outreach
	
	Mental Health Services

	
	Alcohol Abuse Services
	
	Substance Abuse Services
	
	Health/Dental Services

	
	English as a Second Language (ESL)
	
	Education (Literacy)
	
	Transportation

	
	Employment Services
	
	Child Care
	
	Children’s Services

	
	Housing Location/ Inspection
	
	Follow-Up Services
	
	HIV/AIDS related Ser.

	
	Legal Services/Referrals
	
	Domestic Violence Services
	
	

	
	Counseling other (specify)
	
	Other (specify):
	
	


General Information:

30. 
Are you a member of your local Continuum of Care.


___Yes

___No

Continuum Name:________________________________________________

If no, why not?_____________________________________________________________________

31. 
Is your agency’s computer system connected to the internet?


___Yes

___No

32. Does your agency participate in the HUD mandated HMIS system?

___Yes

___No

Fiscal/Budgetary:

33. 
The Emergency & Transitional Housing Program requires a 25% match. What funds within your agency’s budget are used to match this contract?

34. 
If your agency applies in-kind contributions toward match requirements, briefly describe the system used for recording and verifying volunteer hours or verifying in-kind contributions. (50% of the match must be cash.)
  35.    Please list any funds returned and/or not spent in the past 3 fiscal years.

If applicable:


Projected number of volunteer hours ___________

36. 
Describe the staffing levels that will be in place to provide program reports as required by IDHS in regard to client information, program performance and fiscal compliance.

ILLINOIS DEPARTMENT OF HUMAN SERVICES

EMERGENCY & TRANSITIONAL HOUSING PROGRAM

FISCAL YEAR 2019

 FUNDING APPLICATION

REQUIRED ATTACHMENTS

CHECK-OFF LIST to be completed and e-mailed to:

DHS.HomelessServices@illinois.gov

 FORMCHECKBOX 

Attachment A1 – Fire Inspection

 FORMCHECKBOX 

Attachment A2 – Public Health Inspection – if required
 FORMCHECKBOX 

Attachment A3 – Funding Match Documentation
 FORMCHECKBOX 

Attachment A4 – Sub-Contractor Agreements 

 FORMCHECKBOX 

Attachment A5 – Organizational Chart

 FORMCHECKBOX 

Attachment A6 – Last Financial Audit
 FORMCHECKBOX 

Attachment D1 – Copy of Uniform Grant Budget submitted in CSA
 FORMCHECKBOX 

Attachment D2 – Copy of Federal Form W9 for the Applicant Agency 
 FORMCHECKBOX 

Attachment D3 – Copy of currently approved NICRA if indirect costs 
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